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The Influence of Race on Approaching
Families for Organ Donation and Their
Decision to Donate
Edward Guadagnoli, PhD, Patrick McNamara, PhD, Michael J. Evanisko, MA, MPhil,
Carol Beasley, MPPM, Clive 0. Callender, MD, and Andrea Poretsky, BA

African Americans with end-stage
organ failure wait longer than Whites for
organ transplants and are less likely to
receive transplants."5 Despite a shortage of
organs, the number of patients who are med-
ically suitable for donation is much greater
than the actual number of patients who
donate.8 In order to devise strategies to
increase donation among African Americans,
we need to understand better whether the
process of donation in hospitals differs for
Whites and African Americans.

We used data from several regions of
the United States to examine whether the
likelihood of a family member's being
approached for donation differed by race of
the patient. In addition, we assessed whether
the likelihood of agreeing to donate differed
by race.

Methods

Patients

We studied White and African Ameri-
can patients who died between 1990 and
1993 at 112 hospitals located in 7 regions
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(see Table 1 for a list of the regions). Each
region provided a minimum of 2 years of
data.

We defined patients as medically suit-
able for donation if they were younger than
71 years, if they did not have a contraindica-
tion to organ donation,9 and if they met clini-
cal criteria for brain death.10 We studied
patients with an available next of kin and
eliminated those (n = 166) whose families
initiated discussion of organ donation with
hospital personnel.

Data Sources

At each hospital, data collectors
reviewed the records of all patients who died
during the review period. They identified all
patients who were medically suitable for
donation and documented age, gender, cause
of death, unit at time of death, and the 2 vari-
ables of interest-whether the patient's fam-
ily was approached for organ donation and
whether they agreed to donate.

We obtained bed size, trauma center
status, transplant center status, teaching sta-
tus, and hospital ownership for each hospital
in the database.'1"2

Analysis ofData

We examined whether the rate for each
variable of interest differed by race with X2
tests. We used logistic regression analysis'3
to determine the influence of race on being
approached for donation, controlling for
potentially confounding patient and hospital
characteristics (see Table 1). If a family
member was approached for donation, we
assessed the influence of race on agreeing to
donate by using the same approach. For both
analyses, we tested whether interaction terms
involving the race variable improved the fit
of the model.

Results

Sample Characteristics

The database contained 2202 White and
814 African American patients who were
medically suitable for donation. Compared
with White patients, African Americans were
more likely to be male; to be younger; to
have died in a pediatric or medical intensive
care unit; to have died in hospitals located in
New York, Washington, DC, New Jersey,
and the Delaware Valley region; to have
entered the database in 1992 or 1993
(regions with a greater proportion ofAfrican
Americans entered the database during these
years); and to have been treated in larger

hospitals, trauma centers, transplant centers,
teaching hospitals, and public hospitals
(Table 1).

Race and Approach for Organ Donation

Hospital staff approached 73% of fami-
lies of patients for donation; however, fami-
lies of White patients (79%) were ap-
proached more often than families ofAfrican
Americans (67%) (P<.001). With controls
for patient and hospital characteristics, the
odds that a family of a White patient was
approached were nearly twice (odds ratio
[OR] = 1.7; 95% confidence interval
[CI] = 1.3, 2.2) those for a family of an
African American patient.

The odds that a family was approached
for donation were also greater for those
patients who were aged 21 to 50 years (21-30
years, OR= 2.6; 95% CI = 1.4, 4.6; 31-40
years, OR= 3.3; 95% CI= 1.8, 5.9; 41-50
years, OR= 3.0; 95% CI= 1.7, 5.6); who died
of trauma-related causes (OR= 2.0; 95%
CI= 1.6, 2.6); who died on a pediatric inten-
sive care unit (OR= 2.7; 95% CI= 1.3, 5.4),
on a surgical intensive care unit (OR = 2.3;
95% CI= 1.4, 3.6), or on a medical/surgical
ward (OR = 2.6; 95% CI = 1.5,4.4); who died
in a hospital located in Kentucky (OR= 12.9;
95% CI = 6.2, 27.0), Califomia (OR= 3.1;
95% CI = 1.9, 5.4), or the Upper Midwest
(OR= 3.9; 95% CI= 2.3, 6.7) region; who
died in for-profit hospitals (OR = 2.9; 95%
CI= 1.4, 6.3); and who died after 1990 (1991,
OR= 1.6; 95% CI= 1.2, 2.1; 1992, OR= 2.4;
95% CI = 1.8, 3.2; 1993, OR= 2.5; 95%
CI = 1.9, 3.5) than for other patients. The fit of
the logistic regression model did not improve
with the inclusion of interaction terms that
involved the race variable.

Race and Consent to Organ Donation

Of those families approached for dona-
tion, fewer than half (47%) agreed to donate
an organ. Fewer (P< .001) families ofAfican
American patients (31%) agreed to donate
organs than did families of White patients
(52%). The multivariate model that fit the data
best contained 5 interaction terms involving
race. For all interactions, families of White
patients were more likely than families of
African American patients to agree to donate,
but the magnitude of the effect varied by the
level of the other variable involved in the
interaction. The odds of donation were greater
for Whites than for African Americans when
deaths were trauma related (OR= 6.0; 95%
CI = 3.6, 10.2). When deaths were not trauma
related, the odds of donation were 2.4 times
greater (95% CI = 1.5, 3.7) for Whites. For
patients 30 years and older, the odds of dona-

tion were 5 times greater (95% CI= 3.1, 8.1)
for Whites than forAfrican Americans, but for
those younger than 30 years, the odds of
donation were about 3 times greater
(OR= 2.7; 95% CI = 1.7, 4.4) for Whites. If a
patient died on a medical intensive care unit,
the odds of donation were 14.5 times greater
(95% CI = 5.6, 37.7) for Whites than for
African Americans. For patients who died
elsewhere in the hospital, the odds ofdonation
were only 3 times greater (95% CI= 2.0, 4.4)
for Whites. The association between donation
and race also differed by geographic location.
The odds of donation for Whites were greater
if the patient came from the Califomia region
(OR = 3.9; 95% CI = 2.3, 6.7) than from other
regions (OR= 2.5; 95% CI = 1.8, 3.4).
Finally, the odds of donation for Whites who
died in nonpublic hospitals were 4.5 times
greater (95% CI = 2.9, 6.9) than for African
American patients, but the odds did not differ
when patients died in public hospitals.

Discussion

Despite the great need for organs within
the African American community, the fami-
lies of African American patients were less
likely to be approached for donation than the
families of White patients; and, among the
families approached, those ofAfrican Ameri-
can patients were less likely to agree to
donate an organ. If all eligible families had
been approached, and ifwe apply the rate of
donation we observed in this study, an addi-
tional 83 donations from African American
patients and 240 donations from White
patients would have resulted. The potential
for more donations would be even greater if
rates of consent to donation for each group
could be increased over current rates.

Further work is required to understand
why hospital staff approached families of
African American patients less often than
families of White patients. Potential reasons
may be related to differences in how hospital
staff relate to families of African American
and White patients, differences in how hospi-
tal staff perceive African American vs White
families' disposition toward donation, and/or
differences in the rates at which patients are
identified by hospital staff as medically suit-
able for donation. The last reason mentioned
may have an attitudinal component or a clini-
cal component associated with it.

Several authors suggest that reasons for
the unwillingness of African Americans to
donate organs involve a lack of awareness
and knowledge about organ donation; reli-
gious fears, myths, and misperceptions; dis-
trust of the health care community; fear of a
premature declaration of death; lack of

American Journal of Public Health 245February 1999, Vol. 89, No. 2



Public Health Briefs

TABLE 1-Characteristics of Patients Who Were Medically Suitable for
Donation, According to Race

African American White
(n = 814a) (n = 2202a)
No. (%) No. (%) P

Male 535 (66) 1279 (58) .001
Age, y
0-10 88 (11) 196 (9) .005
11-20 133(16) 321 (15)
21-30 151 (19) 382 (17)
31-40 118 (15) 319 (15)
41-50 128 (16) 327 (15)
51-60 119 (15) 326 (15)
>61 73 (9) 319 (15)

Cause of death
Trauma-relatedb 377 (47) 1045 (49) .502

Unit at time of death
Emergency department 48 (6) 145 (7) .001
Pediatric intensive care unit 92 (12) 196 (9)
Surgical intensive care unit 373 (47) 1072 (50)
Medical intensive care unit 133 (17) 273 (13)
Medical/surgical ward 107 (14) 437 (20)
Other 39 (5) 37 (2)

Region
New York Organ Donor Network 109 (13) 45 (2) .001
Kentucky Organ Donor Affiliates 22 (3) 320 (15)
California Transplant Donor Network 125 (15) 642 (29)
LifeSource Upper Midwest 33 (4) 667 (30)
Washington Regional Transplant Consortium 312 (38) 271 (12)
New Jersey Organ and Tissue Sharing Network 82 (10) 106 (5)
Delaware Valley Transplant Program 131 (16) 151 (7)

Year
1990 143 (18) 616 (28) .001
1991 156 (19) 545 (25)
1992 279 (34) 622 (28)
1993 236 (29) 422 (19)

Size of hospital
<150 beds 4 (<1) 25 (1) .001
150-349 beds 149 (18) 834 (38)
>349 beds 661 (81) 1342 (61)

Trauma center 723 (89) 1676 (76) .001

Transplant center 418 (51) 847 (38) .001

Teaching hospital 496 (61) 905 (41) .001

Ownership
Not-for-profit 577 (71) 1633 (74) .001
For profit 31 (4) 135 (6)
Public 206 (25) 427 (19)

aThe denominator used to calculate percentages for some variables is less than the total
sample size owing to missing values.

bTrauma-related deaths = motor vehicle accidents, gun-shot wounds, and head trauma.

communication with health care providers;
and the perception that organs of African
Americans will not go to African Americans
who need them.'4-6 However, changing the
attitudes and perceptions of families may not
totally solve the problem. Little work has
been conducted to determine whether racial
differences in donation are the result of hos-
pital practices, but research does suggest that
hospital practices are related to donation
rates in general.17-26

Further research into the process of
organ donation is also required to understand
better why the odds of donation were even

higher for White patients than for African
Americans among those who died from
trauma, those who were older than 30 years,
those who died on a medical intensive care
unit, and those who died in a nonpublic hos-
pital. It is not clear whether factors such as
type of death or patient age interact with
family attitudes or beliefs about donation to
produce these differential effects or whether
aspects of the hospital environment are
responsible for them.

In conclusion, despite the great need for
organs by African Americans, families of
African Americans were approached less

often for donation than those of Whites; and
among families approached, those of African
Americans were less likely to donate an
organ. Although several attitudes and beliefs
among African Americans have been sug-
gested as the reasons for the disparity in rates
oforgan donation between African Americans
and Whites, hospital practices associated with
the identification of patients who are med-
ically suitable for donation and with the
request for donation may also be important
factors that contribute to differences in dona-
tionby race. D

Contributors
All authors contributed to the design of the study.
Edward Guadagnoli and Patrick McNamara ana-
lyzed the data and wrote the paper. Carol Beasley,
Michael Evanisko, and Andrea Poretsky helped plan
the study, designed data collection instruments,
assisted with data collection, and contributed to writ-
ing the paper. Clive Callender contributed to writing
the paper. All authors are guarantors for the integrity
of the research.

Acknowledgments
We acknowledge the following individuals and orga-
nizations for their assistance in conducting the study:
Lori Brigham, MBA; Susan Gunderson, MHA;
Howard Nathan, BS, CPTC; Denise Payne, RN; Ken
Richardson, MBA; Phyllis Weber, RN; California
Transplant Donor Network; Delaware Valley Trans-
plant Program; Kentucky Organ Donor Affiliates;
LifeSource Upper Midwest Organ Procurement Org-
anization; New Jersey Organ and Tissue Sharing Net-
work; New York Organ Donor Network; and Wash-
ington (DC) Regional Transplant Consortium.

References
1. Eggers PW. Racial differences in access to kid-

ney transplantation. Health Care Financ Rev.
1995;17:89-103.

2. Organ Transplants: Increased Effort Needed to
Boost Supply and Ensure Equitable Distribution
of Organs. Washington, DC: US General
Accounting Office; 1993. Publication HRD 93-56.

3. Sanfilippo FP, Vaughn WK, Peters TG, et al.
Factors affecting the waiting time of cadaveric
kidney transplant candidates in the United
States. JAAfA. 1992;267:247-252.

4. Kasiske BL, Nelan JF, Riggio RR, et al. The
effect of race on access and outcome in trans-
plantation. NEnglJMed. 1991;324:302-307.

5. Kjellstrand CM. Age, sex, and race inequality
in renal transplantation. Arch Intern Med.
1988;148:1305-1309.

6. Garrison RN, Bently FR, Raque GH, et al.
There is an answer to the shortage of organ
donors. Surg Gynecol Obstet. 1991;173:
391-396.

7. Nathan HM, Jarrell BE, Broznik B, et al. Esti-
mation and characterization of the potential
renal organ donor pool in Pennsylvania: report
of the Pennsylvania Statewide Donor Study.
Transplantation. 1991;51: 142-149.

246 American Journal of Public Health February 1999, Vol. 89, No. 2



Public Health Briefs

8. Gortmaker SL, Beasley CL, Brigham LE, et al.
Organ donor potential and performance: the
size and nature of the organ donor shortfall.
Crit Care Med. 1996;24:432-439.

9. United Network for Organ Sharing. Minimum
procurement standards for an organ procurement
organization: evaluation of potential donors.
Section 2.2. Policies. Richmond, Va: United
Network for Organ Sharing; November 3, 1994.

10. President's Commission for the Study of Ethical
Problems in Medicine and Biomedical and
Behavioral Research. Guidelines for the deter-
mination of death. JAMA. 1981;246:2184-2186.

11. Hospital Blue Book. 1993 Official National
Edition. Atlanta, Ga: Billians Publishing Inc.

12. American Hospital Association. The AHA
Guide to the Health Care Field. Chicago, III:
American Hospital Association; 1993.

13. Hosmer DW, Lemeshow S. Applied Logistic
Regression. New York, NY: John Wiley &
Sons Inc; 1989.

14. Callender CO, Hall LE, Yeager CL, Barber JB,
Dunston GM, Pinn-Wiggins VW. Organ donation
and blacks. NEnglJ Med. 1991 ;325:442-444.

15. Franz HG, Drachman J, DeJong W, Beasley C,
Gortmaker SL. Public attitudes toward organ
donation: implications for OPO coordinators.
J Transplant Coord. 1995;5:50-54.

16. Radecki CM, Jaccard J. Psychological aspects
of organ donation: a critical review and synthe-
sis of individual and next-of-kin donation deci-
sions. Health Psychol. 1997; 16:183-195.

17. Evanisko MJ, Beasley C, Brigham L, et al.
Readiness of critical care staff to handle poten-
tial organ donation cases. Am J Crit Care.
1998;7:4-12.

18. DeJong W, Franz HG, Wolfe SM, et al.
Requesting organ donation: an interview study
of donor and non-donor families. Am J Crit
Care. 1998;7:13-23.

19. Chabalewski F, Norris MK. The gift of life:
talking to families about organ and tissue dona-
tion. Am JNurs. 1994;94:28-33.

20. Bart KJ, Macon EJ, Humphries AL, et al.
Increasing the supply of cadaveric kidneys for
transplantation. Transplantation. 1981;31:
383-387.

21. Stein A, Hope T, Baum JD. Organ transplanta-
tion: approaching the donor's family. BMJ.
1995;310:1149-1150.

22. Hanley CA. Issues and considerations in
requesting an anatomical gift. Soc Sci Med.
1973;7:635-642.

23. Stuart FP. Need, supply and legal issues related
to organ transplantation in the US. Transplant
Proc. 1984;16:87-94.

24. DeJong W, Drachman J, Gortmaker SL,
Beasley C, Evanisko MJ. Options for increas-
ing organ donation: the potential role of finan-
cial incentives, standardized hospital proce-
dures, and public education to promote family
discussion. Milbank Q. 1995;73:463-479.

25. Franz HG, DeLong W, Wolfe M, et al. Explain-
ing brain death: a critical feature of the donation
process. J Transplant Coord. 1997;7: 14-21.

26. Beasley CL, Capossela CL, Brigham LE, Gun-
derson S, Weber P, Gortmaker SL. The impact
of a comprehensive, hospital-focused interven-
tion to increase organ donation. J Transplant
Coord. 1997;7:6-13.

http.Ilwww.apha.org
APHA's Home Page has a NEW LOOK! Check out the site for:
* American Journal of Public Health abstracts
* Legislative Action Alerts and other hot issues
* Links to public health sites worldwide

Tell us what you think: comments@apha.org

LegiW rAEfsirs NWsie PlbcH kJ
&Avocscy &Piiiaios&Resortnes

February 1999, Vol. 89, No. 2 American Journal of Public Health 247


